Some 29 cases of primary leiomyosarcoma of the lung have been reported (Gale and Delarue, 1967) . Arising from smooth muscle in the bronchi or blood vessels, leiomyoma is a rare tumour and stands fourth in the frequency of primary mesodermal tumours of the lung, being preceded by fibroma, chondroma, and lipoma (Andrews, 1965 (Fig. 2) . Hilar glands did not appear to be involved, the pleura was not thickened, and there were no adhesions. It was decided to proceed with pneumonectomy. As the left main bronchus and bronchial vessels were being isolated the anaesthetist was alarmed to find obstruction to air entry and poor return from the right lung. Positive pressure, suction, and manipulation were all ineffective. As the heart was slowing and a catastrophe appeared imminent, the left main bronchus was opened 4 cm from the carina and the tumour was found to have become detached and lodged near the carina where it was blocking the right main bronchus (Fig. 3) . Positive pressure through the endotracheal tube resulted in the tumour escaping through the bronchotomy and immediate improvement in respiration and cardiac function.
Dissection of the lung after pneumonectomy revealed the tumour to be a pedunculated growth, 5 cm by 1 cm, arising from the submucosal layer of the bronchus. Histopathological examination revealed appearances consistent with leiomyosarcoma. Postoperative recovery was uneventful.
DISCUSSION
Leiomyoma may be single or multiple, involving one or more systems; the skin may be involved and malignant changes may be present in portions of the tumour (Castleman, 1963) . Leiomyoma may arise primarily in the bronchus or lung. Pedunculated endobronchial tumours are comparatively rare. Agnos and Starkey (1958) , reviewing 14 cases of leiomyoma, found one pedunculated tumour which blocked the right upper lobe bronchus producing atelectasis (Freireich, Bloomberg, and Langs, 1951) . Among 18 cases of leiomyosarcoma reviewed by the same authors a portion of a tumour in one patient became dislodged and blocked the contralateral bronchus. Of the cases reported in the literature the age has varied from 4 to 72 years (Gale and Delarue, 1967) , and no definite predilection for either sex has been found. Some are asymptomatic and discovered at necropsy. When symptoms are present, cough, dyspnoea, and chest pain are common, whereas haemoptysis, fever, weight loss, and weakness are less frequent (Shaw, Paulson, Kee, and Lovett, 1961) . Situated within the bronchus the tumour may cause partial, intermittent or complete obstruction, depending upon the degree of occlusion of the bronchus and ball valve action. Bronchoscopy can reveal only accessible growths. Parenchymal and peripheral lesions may be seen as a mass in a plain chest film or may show distortion of the bronchial tree in bronchographic studies. Endoscopic biopsy may reveal the true histological nature of the tumour. Depending upon the anatomical location and complications, endobronchial or segmental resection, lobectomy or pneumonectomy may be necessary. Removal of a foreign body from the bronchus is fraught with the danger that it may slip and obstruct the contralateral bronchus. Similar obstruction during removal of intrabronchial growths, though rare, may end fatally. Deaths reported might have been caused by cardiac standstill due to vagal irritation at the carina or by anoxia due to bronchial blocking. This emergency may be anticipated and prevented by endobronchial intubation using a White tube for the right side and a Carlen tube for the left side. 
